Introduction
============

In a so-called donor graduation or transition, a donor transfers the responsibility for the financial, managerial and/or technical support of a programme to one or more local stakeholders -- usually government. Such transitions are becoming more common as donor priorities shift, economic growth and fiscal capacity in low- and middle-income countries increase and pressures on donor budgets rise.[@R1] Transitions can be planned -- e.g. triggered by the country meeting a certain threshold -- or they can be sudden and driven more by political priorities. The United States Agency for International Development's transition of family planning programmes in Latin America in the 1990s and 2000s,[@R2] and the more recent implementation of new eligibility or graduation policies by global health initiatives -- e.g. Gavi the Vaccine Alliance and the Global Fund to Fight AIDS, Tuberculosis and Malaria -- are examples of triggered donor transition.[@R3]^,^[@R4]

The Global Fund's eligibility criteria -- most recently amended in 2016 to include income, disease burden and G20 membership -- are used to determine if a country could apply for funds, whether funding should be restricted to work with vulnerable populations and the level of co-financing required.[@R4] Gavi primarily uses a country's gross national income per capita to determine graduation status but bases its support of a new vaccine's introduction on the country's coverage with three doses of diphtheria--tetanus--pertussis vaccine.[@R3] Both Gavi and the Global Fund use graduation eligibility criteria that focus on national-level indicators and obscure inequalities within a country. The United States President's Emergency Plan for AIDS Relief (PEPFAR) is less explicit but promotes transition in countries that have low or concentrated epidemics and focuses its investments in generalized epidemics on those geographical areas that have the greatest needs for treatment and prevention.[@R5]

Regardless of the reasons underlying a donor transition, the process can be highly political. The donors and local stakeholders may disagree, at least initially, about what to expect and how to prepare. Of particular concern are donor-supported programmes for vulnerable, or so-called key, populations. The Global Fund defines key populations as groups of individuals who: (i) have an elevated risk of, vulnerability to, and/or burden of disease because of biological, socioeconomic and/or structural factors; (ii) have substantially poorer access to the relevant services than the rest of the population and require strategic efforts and investments to reach them; and (iii) face criminalization, economic and social marginalization, frequent human rights violations and/or systematic disenfranchisement that increases their vulnerability.[@R6]

In the field of human immunodeficiency virus (HIV), groups such as female sex workers, men who have sex with men, people who inject drugs and transgender people are considered key populations. For tuberculosis, the key populations include miners, people who inject drugs and prisoners.[@R7] The Global Fund's formal definition of a key population is limited to the Global Fund's targets of HIV, malaria and tuberculosis. However, we believe that the definition could and should be applied more broadly because it addresses issues of access, equity, human rights and marginalization, which are critical contributors to vulnerability for many health problems. Islamic communities in northern Nigeria, for example, could be viewed as key populations for immunization services because: (i) their low rates of immunization mean that they are at increased risk of contracting vaccine-preventable diseases; (ii) a decay in the regional health service infrastructure has led to low accessibility to immunization services; and (iii) there are systematic issues of confusion, fear and a general lack of trust in government services.[@R8]

Below, we make the case for the continuation and promotion of key-population-specific services after a donor transition. We argue that key populations often lack political commitment from their governments and, in consequence, their needs may easily be deprioritized after donor transition. We also explore the complex role that external partners can -- and do -- play in donor transition and the need for greater future transparency and coordination in services targeted at key populations.

Key-population-specific services
================================

Justification
-------------

A government's obligation to provide services to different segments of a national population stems primarily from notions of human rights, the broader social contract and the importance of universality. A fundamental component of a government's authority over its citizens arises from the government's commitment to protect its citizens' rights. The right to health is frequently enshrined in a country's constitution or national standards. Global agendas, such as the sustainable development goals and universal health coverage -- emphasize the need for governments to ensure that all of the population's health needs are met. The agendas also underline the common view that individuals and communities have an inherent value that justifies the provision of services to them. Although governments may claim to be committed to human rights and the protection of even the most vulnerable of their citizens, many of them fail to provide adequate health services to their key populations -- because of deliberate policies or passive neglect.[@R9]

Health services for key populations may require targeted, additional investments. Unfortunately, the principles of human rights and universality usually have to be balanced against those of economics. Policy-makers are often forced to decide whether to allocate limited funds to mainstream service provision -- which may benefit the general population but not reach key populations -- or to special services targeted at key populations. For example, spending on HIV at the expense of other health areas raises important questions about what to do when resources cannot be reallocated without making anyone worse off, i.e. Pareto efficiency. Such targeted provision might be hard to justify for a government when faced with an obligation to meet the needs of multiple communities.[@R10] The equity--efficiency trade-off in health care has been widely debated,[@R11]^,^[@R12] but may be misleading when key populations are being considered. The epidemiological importance of the key populations may be so high that investment in the provision of services for them may serve both the goals of equity and efficiency. For HIV and tuberculosis, for example, the failure to provide key-population-specific prevention services may lead to much greater funding needs in the long term for treatment because the key populations are often the drivers of the spread of infection. In 2014, for example, it was estimated that, compared with other adults, people who inject drugs were 28 times more likely to be infected with HIV.[@R13]

Therefore, there are strong rights-based arguments and often strong economic and epidemiological arguments for ensuring the provision of key-population-specific services. However, marginalization, stigma and discrimination often weaken the political commitment to such provision and may mean that the concerns of the key populations never even reach the political agenda because of their reduced voice and visibility. This is particularly problematic when the key populations do not have an organized constituency and face hostility -- including criminalization and harassment -- from their own governments. Several organizations have already warned about the deleterious consequences of donor transition for programmes serving key populations.[@R1]^,^[@R14]^--^[@R16]

Need for political commitment
-----------------------------

Key populations are usually underserved and marginalized. The health services for such populations, where available, are often supported, directly or indirectly, by external donors because the relevant government stakeholders lack the necessary commitment. This is the scenario faced by PEPFAR, in its support of HIV services in Central America, the Dominican Republic and Ukraine,[@R17]^--^[@R20] and by the Global Fund, through its policy to allow middle-income countries with low disease prevalence to remain eligible for key-population-specific support.[@R4] Donor transition may expose a government's reticence to support services targeted at key populations and reveal how external partners had been allowed to fill the gaps. As donor support for programmes lacking political commitment ends, there is considerable risk that any health gains already made will be lost and that the corresponding areas of concern will re-emerge or worsen. In Romania, where Global Fund support for HIV services ended in 2010, the prevalence of HIV infection among people who inject drugs rose from less than 2% in 2006 to 53% in 2012.[@R1]^,^[@R21] Other donor transitions in the field of HIV appear to have led to drops in care and testing services in Bangladesh, threats to services for sex workers in Botswana, decreases in the quality and coverage of services in China and poor coordination in Guyana.[@R22]

Political will and commitment -- e.g. a government that fully defends and supports a service despite other budgetary, epidemiological and technical priorities -- are critical components of the development, delivery and sustainment of the services that improve health outcomes for the marginalized. Even if there is expressed commitment through national policies that include key-population-specific services, the institutional commitment to carry out the policies and/or the budgetary commitment to fund them may be lacking. Although, before the Global Fund's exit, the Ukrainian Government pledged substantial funding to the HIV response, the actual post-transition budgets for the response were only a third of those pledged.[@R15] Similarly, despite its pre-transition assurance to provide such support, the Serbian Government has not assumed funding for prison-based services.[@R15]

The underlying reasons for resistance to supporting a transitioning programme's activities may be varied. The health issue addressed by the programme may not be seen as such a high priority by country stakeholders as by external donors. For example, tuberculosis programmes may not be prioritized in a country where child mortality from diarrhoea and pneumonia are seen as greater threats. There also may be technical barriers, e.g. limited government capacity to mobilize and engage with marginalized communities effectively and the need for specific recruitment and retention policies for the health workers serving rural and hard-to-reach populations. However, resistance may also be linked to opposition to the services themselves, e.g. specific family planning methods, or to the key populations at which they are targeted, e.g. ethnic minorities or transgender individuals. In such cases, the response is more complex and requires the building and sustainment of political commitment.

Sustaining political commitment
-------------------------------

Most attempts at building political commitment are targeted at national governments because the budgets, laws, policies and regulations that can sustain a health programme in the long term often flow from governments. However, even when it appears that the political commitment established in a national government is sufficient to sustain a programme, the commitment may still evaporate with elections and a new leadership or simply because of shifting priorities and policy concerns. The decentralization of Mexico's health system in the 1990s, which devolved more decision-making power to state-level officials, coincided with the graduation of family planning in Mexico in the late 1990s. After graduation, state-level officials often deprioritized family planning in light of competing and more immediate, short-term investments like new hospitals. Considerable post-graduation advocacy was needed to increase support for family planning programmes.[@R23]

It is unlikely that political commitment can be effectively built or sustained by focusing on any single type of stakeholder. Rather, there is a need to understand all of the actors involved in the policy space, e.g. advocacy groups, health-care providers, nongovernmental organizations and programme beneficiaries, who need to support the programme and its transition. There is also a need to understand how all of these actors relate to each other.

Sustainable political commitment for key populations may require the changing of social norms and the improvement of accountability, two long-term processes that donors can support but not impose. An evaluation of its Partnership Framework for Central America indicated that PEPFAR had been providing much-needed leadership and political support for activities aimed at key populations, which would otherwise be absent.[@R24] In the same evaluation, civil society organizations were found to doubt that, without donor pressure, national leaders would emphasize efforts with key populations. Services for key populations are often the last to be absorbed following donor graduation. In Mexico, for example, the government's support of family planning programmes for special populations, i.e. indigenous, rural and youth populations, started late during the graduation process; many of the programmes were never institutionalized and were eventually eliminated.[@R23]

Local civil society organizations can play a role in changing norms and accountability in various ways. First, through advocacy at multiple levels, such as reaching out to districts and municipalities to gain support and demand accountability from policy-makers and implementers at subnational levels who are on the front line of programme implementation. Second, these organizations can establish accountability mechanisms, such as watchdog groups to provide independent observations of national or even regional processes. Although such activities may link to broader civil society efforts to ensure support for key populations, they are especially critical in sustaining a focus on the needs of key populations during and after donor transition.

It is important to remember, though, that the efficacy of civil society is shaped by, and dependent on, the broader legal and human rights environment under which civil society operates. This may sometimes prohibit critical key-population-specific activities and restrict advocacy and organizing efforts more broadly. Further, not all vulnerable populations can be easily organized into clear-cut institutions. This is a particular problem for populations with behaviours that are criminalized, e.g. in most countries, people who inject drugs and sex workers and, in many countries, men who have sex with men. Advocacy for ethnic minorities is often linked to broader political agendas beyond unmet health needs, which can increase marginalization and complicate donor influence.

Critically, given the disproportionate support that external funders may provide for civil society organizations, important questions remain about the best ways to provide financial and technical assistance to civil society that allow for sustained mechanisms for accountability. Options include the provision of donor resources, either directly or via regional mechanisms or international nongovernmental organizations, for the sustainment of local organizations post-transition. Some evaluations of family planning graduations have indicated that external support remained, or would be, essential post-transition. Such support would probably be needed for the Contraceptive Security Committee in Nicaragua[@R25] and for nongovernmental organizations to maintain the provision of family planning services to the underserved in Mexico.[@R23] Direct government contracts to civil society organizations have had mixed results. While government regulations often limit this option, such contracts have been used in China and Costa Rica to fund civil society organizations after transition. Although in China, the limits on flexibility and autonomy have been problematic.[@R1]^,^[@R22]

We need more evidence on what has and has not worked in mobilizing and protecting key populations around the time of donor transition. We need retrospective research on: (i) the changing of social norms, e.g. what worked for family planning; (ii) the role of umbrella networks and regional funding channels in overcoming national-level resistance to key-population-specific support;[@R15] and (iii) contractual approaches for the continued support of civil society organizations. We need immediate evaluation and monitoring of ongoing transition-related changes and outcomes. Both prospective research and retrospective evaluations are needed to assess and understand the associated changes to health services over time.

Engaging key populations in transition
======================================

One critical step in preventing key-population-specific services from declining post-transition is to involve key populations in the planning, implementation and monitoring of the transition. An evaluation of the transition of Avahan -- an HIV prevention initiative in India established by the Bill & Melinda Gates Foundation and later transferred to the Indian government -- indicated that the key populations were not well informed about the transition and did not understand the organizational changes that had taken place as a result of the transition.[@R26] However, these populations were very aware of the changes to service delivery and community mobilization that had occurred.[@R26]

Global health initiatives' current tools to assess transition readiness address many aspects of preparedness, e.g. financing, governance, organizational capacity and strategic information, but do not explicitly focus on key populations.[@R27]^--^[@R30] However, a new assessment by the Health Policy Project, funded by PEPFAR, focused exclusively on the sustainability of HIV services and activities for key populations.[@R14] This is an important first step. Other global health initiatives should also incorporate key-population-specific components in their assessments to permit a better characterization of what will be needed to sustain services for these critical groups post-transition. Likewise, better programme monitoring around key-population services and support could be used to measure country readiness and progress before and during transition.[@R16]^,^[@R22]

Both donors and local stakeholders, including civil society organizations, communities and government, should make the substantive participation of key populations in transition planning and implementation a requirement. Where there are organizations that represent key populations, partnership in transition can be sought. Where key populations are particularly hard to reach or engage, extensive consultation and communication with many members of the key populations will be needed. Such community engagement needs to be more than making a favourable impression and the engagement should cover as many key populations as possible.

An effective transition plan will be context-specific and address the multiple programme components that have key-population-specific implications. For example, convenient and confidential testing and treatment for HIV and tuberculosis, and service delivery models for family planning, immunization and malaria designed to reach nomadic or other hard-to-reach populations. Key-population involvement in transition planning cannot only build better relationships and accountability with governments but also identify alternative avenues and strategies for the continued support of key-population-specific services in the post-transition era.

Conclusion
==========

The global health community must not allow donor transitions to create greater marginalization of key populations. Some governments have allowed donors to support a service that would otherwise go undelivered because of lack of political commitment to serving the key populations involved. Such governments will find it hard, ethically, to justify any unwillingness to maintain services post-transition. Once a population has been receiving services that meet critical needs, it would be morally wrong to reduce or eliminate those services because donor support was ending. There needs to be a greater focus on fundamental human rights and the associated obligation to sustain services for key populations and so help address the broader issues of equity and vulnerability. There needs to be what the Open Society Foundations has called "rights-based transitions".[@R15]

With so many donor transitions, ongoing or imminent, donors need to investigate local stakeholders' plans for supporting key-population-specific services that have been donor-supported to minimize potential long-term injury. Donors also need to engage key populations and the organizations that support them in every phase of the planning and implementation of transitions. Global health initiatives need to give serious attention to addressing the reticence of governments to support key-population-specific activities. They need to consider alternative transition strategies that allow for sustained support for key populations or better coordinated action to encourage tangible changes in government policy. Both of these approaches, which involve ethical and political considerations and the potential for unintended consequences, need to be considered in open dialogues among donors and between donors and countries. We believe that the time to confront these issues is now.
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